This temporary inability of the kidneys to excrete salt normally has another important result, namely that during the post-operative period the urinary concentration of chlorides has not its usual significance. During this period a lowered urinary chloride concentration does not necessarily imply salt lack, and must not be taken per se as evidence for increasing the salt intake.
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If, in addition to those by the normal route, there are abnormal losses from the body, then further fluid must be given. In abdominal and proctological cases these abnormal, excess losses arise almost invariably from the alimentary fluids, as in cases of paralytic ileus, or from fistule such as an ileostomy. Two well-known points in connexion with these fluids need emphasis. First, their enormous volume: normally some 8 5 litres of fluid per day are secreted into the alimentary tract, so that losses from this source can lead to rapid and severe dehydration. Secondly, these secretions consist not of water but of electrolyte-containing fluids: their total electrolyte content approximates to that of plasma, but the ratio of sodium to chloride varies considerably in the different fluids. Thus in gastric juice Cl is markedly in excess of Na, whilst the reverse holds true of pancreatic juice, and in the intestinal secretipns themselves there is a less marked, but definite excess of Na over Cl. This varying loss of either sodium or chloride is important in that it can lead to disturbances in the acid-base balance, but too much attention can be focused on this disturbance. Save in exceptional circumstances this varying loss can be ignored, and the losses replaced by normal saline, as the kidneys will excrete the ion in excess. Studies carried out on a case of pancreatic fistula in which the loss was replaced in this way showed that the fistula fluid contained Na 155 m.Eq/L and Cl 57 m.Eq/L, whilst the urine concentrations were Na 66 m.Eq/L and Cl 181 m.Eq/L. This method of volume-for-volume replacement can, of course, only be applied to cases in which the losses are observed. Essentially its efficacy depends upon giving the kidneys adequate water with which to make the necessary adjustments. Accordingly it is most important that these patients should receive their normal basic intake, as described above, and further that the losses should be carefully measured so that the replacement may be accurate. If this is done repeated chemical analyses of the plasma, urine, &c., are not necessary: only simple observations of the urine volume, urine specific gravity, and either the hemoglobin or hematocrit are necessary. Provided the urine volume approximates to 1,500 c.c. per day with a gravity not exceeding 1015, and that the hematocrit does not rise, it can be safely assumed that replacement is adequate. In these cases with excess loss of alimentary fluids there is also, of course, a considerable loss of potassium, which may well need replacement, but this problem is outside the scope of the present discussion, as is, also, the much more difficult problem of the treatment of an actually dehydrated patient, that is the replacement of pre-existing as opposed to observed losses.
(Slides showing the electrolyte exchanges of a severe case of paralytic ileus were shown, to illustrate the points discussed.)
Ileo-anorectal Anastomosis for Multiple Polyposis of Colon and Rectum
TmH purpose of this short paper is to report a case of familial polyposis of the colon and rectum in which an anastomosis between the ileum and anal canal has been carried out by a new approach with resulting complete continence.
It may seem presumptuous to report the result of a single case but this condition is not a common one and its treatment cannot be considered to be standardized. Only by a correlation of the experiences of every surgeon, as Hoxworth and Slaughter have endeavoured to show, will we be able to achieve a recognized and planned treatment.
It is to Dr. Cuthbert Dukes that we owe so much of our knowledge of the familial nature of this disease, and although Lockhart-Mummery in 1918 carried out the first total colectomy for the condition in this country, Dukes' emphasis on the certainty of malignant degeneration in every case has stimulated all surgeons dealing with these cases to carry out the widest possible excisions.
To-day the most common form of treatment is to carry out a total colectomy, with restoration of continuity of the bowel by means of an anastomosis between ileum and recto-sigmoid. The operation is performed in. one or two stages, and the polypi in the remaining rectum are burned by repeated fulguration. The difficulty in controlling these dozens of polypi by such a method is apparent and Dye, Guptill, Ravitch and Bartlett are among the authors who have reported cancerous changes in rectums so treated. Moreover, the method is not free of the dangers of stenosis if the fulguration is of necessity extensive, and of perforation, which has also been reported.
The problem is complicated still further when our pathological colleagues report on preliminary biopsies taken from the rectum as being in a pre-malignant state. Are we in such cases to continue with our faith in colectomy and fulguration, without an accurate appreciation of the extent of the pre-malignant change or of the effective range of the latter treatment? Or are we to carry out an excision of the rectum as well and condemn our young patient to a permanent colostomy?
In an endeavour to avoid these alternatives Ravitch carried out animal experiments in which, following a colectomy, he stripped the mucosal lining of the remaining rectum, and through the fibromuscular tube thus left pulled down the terminal ileum, which had been severed close to the cecum, and stitched it to the anal skin. The dogs had satisfactory continence following this procedure and he advocated its use in the human for such conditions as familial polyposis and ulcerative colitis. He reported subsequently a case so treated with a final good result and Devine and Webb added 2 cases in whom continence was excellent. The experience which Goligher reported in his Hunterian Lecture has been the exact reverse and both cases were completely incontinent, necessitating in one an ileostomy of a permanent character. He attributes the failure of the operation to the fact that the anal stump was of a length insufficient to record that amount of rectal sensation upon which continence partly depends (Goligher, 1051) .
At a previous meeting of this Section I presented 4 cases upon whom I had performed an anastomosis between the upper pelvic colon and the anal canal. On another occasion I demonstrated a patient in whom the ileum had been anastomosed to the anal canal by a pull-through method. (Aylett, 1950 (Aylett, , 1951 . The patients were here and I think those who questioned them must have agreed that they were all fully continent, with the ability to know when they required their bowels to act, and with the capacity to delay that action at will for periods of up to an hour. I, therefore, cannot agree with Goligher's explanation of the incontinence resulting in his cases and I think another reason must be sought.
The operation of stripping up the rectal mucosa requires extensive stretching of the internal sphincter in order that the area of Qperation may be visualized and I believe that irretrievable damage may result to this structure following such a manceuvre. We know that if the sphincter is divided, as in Babcock's operation, accurate resuture at the end of the operation does not restore its full function and incontinence is a common end-result. It appears, therefore, that the internal sphincter is a structure of some delicacy, with the anatomy of which it is unwise to interfere, either by division or by excessive stretching to the diameter of 8 c.m. as is required by this operation of mucosal stripping.
The operation I am about to describe leaves the sphincter 6ompletely undisturbed and it is because of this that I believe subsequent continence has been complete. The abdomen is opened through a left paramedian incision and the pelvic colon and rectum are freed as in Miles' abdomino-perineal excision. Crushing clamps are applied to the rectum low down and the latter is then severed, the upper end being brought out through a stab incision in the left iliac fossa ( Figs. 1 and 2 ).
-~~~~~1 -C C_3AUP FIG. 1. FIG .  FIG. 3. The terminal ileum is then cut across a few inches from the ileo-cxecal valve and both ends are closed.
T'he proximal end is freed sufficiently to enable it to reach down to the depths of the pelvis- (Fig. 3) . The peritoneal floor is then re-established and is sutured to the wall of the ileum as it passes down into the pelvis, folowing which the abdomen is closed. The patient is then turned on to his right side. A curved skin incision, extending from just behind the anus to the level of the sacro-coccygeal joint is made and the skin flap is dissected downwards (Fig. 4) ., The sacro-coccygeal joint is opened and the coccyx is removed after it has been severed from its lateral and anterior attachments. After division of the fascia of Waldeyer the terminal ileum and the remaining rectum are readily drawn out into the perineal wound. The pubo-rectalis portion of the levatores ani muscle is then identified, curving round the anorectal junction in the form of a sling. The rectum is severed just above this level and the cut end is anastomosed to the ileum by an end-to-side anastomosis (Figs. 5 and 6) following which the wound is closed. The patient upon whom this procedure was carried out developed complete continence and rectal control, although at the present time his bowels are opened 8 to 10 times in the twenty-four hours but I think that with the passage of time this frequency will diminish. The remainder of the colon was removed three months later.
It is true that the patient is left with a small ring of anorectal mucosa less than 1 cm. in depth, but this small cuff can be kept under periodic review. The possibility of polypi occurring in this region must be greatly less than when a large area of rectal mucosa is left behind, and the operation is a compromise between a Ravitch opetation in which continence is uncertain, and ileo-rectosigmoid anastomosis, in which the large area of rectal mucosa remaining must be the source of constant concern with regard to malignant change.
